We retrospectively retrieved all the patients diagnosed for AP in our ED from 01/2011 to 06/2013. We collected the data from medical files and through a questionnaire sent to general practitioners.
Introduction:
Chest pain is a frequent cause of admission to the emergency department (ED). The diagnosis and medical care of acute coronary syndrome (ACS) with ST-segment elevation (ST+ ACS) are more standardized than non ST-segment elevation ACS (NST ACS). There is very few series on patients classified as low ACS-diagnosis probability. We aimed to assess the 1-year outcome of patients admitted for chest pain in ED and discharged with low risk of ACS.
Methods: This restrospective study included all patients admitted in the ED of University Hospital Center of Limoges between January and March 2013 for chest pain, without ST-segment elevation and normal troponin level. Patients' characteristics and initial diagnosis were collected in ED records. Final diagnosis was obtained by phone one year later, from general practitioners or alternatively directly from the patients themselves.
Results:
Among the 244 patients studied, 38 (15.6%) were lost during follow-up. Mean age was 50±17 years, 58% being males. Among the 41% of cases in whom the initial diagnosis (i.e. ED discharge) was modified during follow-up, 9% (n=8) were diagnosed with coronary disease, and 38% (n=32) with panic attack. Major adverse cardiac events rate was 2.4% (n=5) in the whole population, and 60% of them were directly discharged to home. In the ED, the detection of a cardiovascular etiology of chest pain was accurate with good specificity (96%) but lower sensibility (61%). Of note, the rate of false negative patients was 8.5%.
Conclusion:
Low probability NST SCA diagnosis is complex in the ED and may frequently lead to erroneous diagnosis associated with therapeutic delay. Nevertheless, cardiac disorders are uncommonly misdiagnosed. A systematic, individualized and close monitoring after ED discharge is mandatory.
Why patients delay their call during STEMI?
Baptiste Salerno (1), Victor Aboyans (1), Valérie Pradel (1), Gilles Faugeras (2), Jean-Pierre Faure (3), Dominique Cailloce (4), Julien Magne (1), Dania Mohty (1), Pierre-Bernard Petitcolin (4), Gilles Auzemery (2), Patrice Virot (1) (1) CHU Limoges, Hôpital Dupuytren, Cardiologie, Limoges, France -(2) ARS Limousin, Limoges, France -(3) CH Brive, Cardiologie, Brive, France -(4) CHU Limoges, SAMU, Limoges, France Purpose: Despite public campaigns for calling rapidly the emergency phone number in case of chest pain, many patients still delay their call. We sought to determine factors influencing the call delay in case of STEMI.
Methods:
We studied 206 consecutive patients admitted for STEMI. They were classified according to tertiles of delay between symptoms onset and the first call (« early-callers » for 1st & 2nd tertiles, « late-callers » for the 3rd tertile). We compared these 2 groups according to the registry data. We contacted the survivors to obtain further information on socio-economic status and events during symptoms onset.
Results:
The patients (age 64±14 y, 75% males) called on average in 2.5±3.5 hours (early-callers 1.6±1.8 vs. 4.4±5.0 for late-callers). In multivariate analysis, the following factors were significantly associated with late call: age (OR=1.03, 95%CI: 1.00-1.05), living >30 min. from cath lab (OR=2.8, 1.1-7.1), symptoms onset between 00:00-05:59 am (OR=2.3, 1.1-4.8) and first call to the family physician (OR=1.9, 1.8-3.6). The respondents to interview did not differ from others regarding age and call delay. Main variables during interview are compared between in the 2 groups in Figure. In a second model using interview variables, following factors were associated with late call, adjusted for age and sex: symptoms onset between 00:00-05:59 am (OR=3.8, 1.00-14.5), self-medication (OR=7.7, 2.2-27.0), mild pain (visual scale <6: OR=10.0, 2.94-33.3) and symptoms onset out of home (OR=6.7, 1.04-50.0). We found no association between call delay and education level, occupation, cardiovascular risk factors and history.
Conclusions:
Delayed call for STEMI is multifactorial. Our data are useful to target the population and highlight messages in future campaigns.
Prognostic value of reflux of contrast into the inferior vena cava or hepatic veins in pulmonary embolism
Archives of Cardiovascular Diseases Supplements (2015) 7, 107-111 medium into the inferior vena cava or hepatic veins (IVC) on CTPA is a simple sign that could help for PE risk stratification. The purpose of this study was therefore to investigate prognosis significance of contrast reflux into IVC in acute PE.
Methods and Results
: 141 consecutive patients with acute PE confirmed by CTPA were prospectively included between March 2010 and February 2013. Degree of reflux into the IVC and the hepatic veins was graded from 1 (none) to 6 (severe) by 2 independent observers, blinded to each other. The presence of reflux in IVC was compared with clinical parameters used in the ESC guidelines for PE risk stratification: electrocardiographic signs, Troponine I, BNP and right ventricular dilatation (RV/ LV>0, 9) or dysfunction (TAPSE < 17mm, S'<10cm/s) by echocardiography. Composite endpoint was 30-days mortality or clinical deterioration requiring treatment escalation (catecholamine infusion, thrombolytic treatment or cardiopulmonary resuscitation). The composite end-point was observed in 5% of patients with a 30-day mortality rate of 2.1%. Heart rate >110 bpm (OR 5.6, 1.03-30), atrial fibrillation (OR 6.3, 1.05-37.7), negative anterior T waves (OR 6.1, 1.3-29.1), elevated Troponin Ic (OR 5.4, 1.1-25.8), elevated BNP (OR 11.5, 1.3-98.2), right ventricular dysfunction (OR 5.3, 1.1-25.1) were predictors of death or clinical deterioration. Contrast reflux into IVC from grade 4 to 6 was observed in 17% of patients. Interobserver agreement was excellent (Concordance correlation coefficient 0.91). Grade 4 reflux or greater was a strong predictor of events (OR 15.1, 2.8-83.7) and had a 86% specificity and 71% sensitivity to predict adverse outcomes (AUC 0.88).
Conclusion:
A grade 4 or higher contrast reflux into the IVC is a simple and frequent CTPA sign, highly predictive of adverse outcomes in PE patients.
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Prehospital management of STEMI at the university hospital of Reims: are delays in adequacy with recommandations?
Sarah Ledon (1), Benoit Hercé (1), Pierre Willem (2), Yannick Lepers (1), Pierre Nazeyrollas (1), Damien Metz (1) (1) CHU Reims, Cardiologie, Reims, France Introduction: the prognosis of STEMI is associated with the delay between the symptoms onset and the reperfusion. Recent recommandations regarding patient care differ widely according to the estimation of this delay, which should depend of the distance between first medical contact and PCI capable center. Our study aimed to appreciate the timing of prehospital and hospital management of STEMI in our settings.
Methods:
We included prospectively between october 2013 and february 2014 incoming patients with acute STEMI and recorded the timings of the onset of symptoms, first medical contact, therapeutic decision, (thrombolysis or primary PCI), arrival in PCI-capable center and revascularization. Distance between first medical contact and the PCI unit was classified as none (emergency room), zone 1 (same town), zone 2 (under 30km), zone 3 (30 to 100km) and zone 4 (over 100km).
Results:
Forty-seven patients were included, 82% men, average age 61±12.2 years. Delay from symptoms onset and first medical contact was 120±123 min (range: 2-585), less than 2 hours for 75% of the patients, and was 2h longer when patients came by themselves to the emergency department. Delay between medical contact and decision averaged 33 min (1 to 110min), thrombolysis was performed in 16 patients, 6 of which less than 30min after contact. The average door-to-balloon delay was 162±12 min. The transfer delay was 127±74 min and was associated with the distance between the first contact location and the PCI center. The difference between the effective delay, and the theoretical travel time ranged from 50 min in zone 1 to 150min in zone 4, increasing with the distance, mostly because of waiting for transportation in the emergency room.
Conclusion:
The delay between first medical contact and effective arrival in our PCI capable center was always much longer than could be expected from the distance, thus displaying that the recent European recommendations have yet to be explained and enforced.
